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What is the professional duty of candour?
What is the professional duty of candour? 7. This guidance should also not be confused with the GOC's policy on Raising Concerns with the GOC (whistle blowing). It focuses on the conversation required with the patient when something has gone wrong. You will need to consider separately whether there is a requirement to take any further action in relation to raising concerns.
How the guidance applies to you
About this guidance 8. This document gives guidance on how to meet the GOC's standard on the professional duty of candour. It does not create new requirements or give legal advice.
9. The word 'must' indicates a mandatory requirement, for example, registrants must comply with the law and must meet the GOC's standards.
10. You should use your professional judgement to apply this guidance to your own practice and the variety of settings in which you might work.
11. If you are not sure about how to proceed in a specific situation, you should ask for advice from appropriate professional colleagues, your employer, your professional indemnity insurance provider, your professional or representative body, or obtain independent legal advice.
12. Student optometrists and student dispensing opticians should also seek advice from their tutor, supervisor or training provider.
13. Support may also be available from employers who have policies and procedures in place to support a culture of openness and transparency. These should outline how the employer manages breaches of the professional duty of candour, including the investigation of any instances where a member of staff may have obstructed another in exercising their duty of candour.
14. Throughout the guidance we talk about your responsibilities towards patients or people in your care. We recognise that care is often provided by a number of different optical professionals or in conjunction with other types of healthcare professionals and that you may be one of several healthcare professionals involved in a patient's care.
15. While every healthcare professional will have a professional duty of candour, we would not expect every professional involved in the care pathway to talk to the patient about the same incident. But you must make sure that an appropriate person -usually the lead or accountable clinician -takes responsibility for speaking to the patient or (in certain situations) those close to them if something goes wrong. 
Guidance on the duty of candour

Adverse events that did not result in harm or distress
26. Sometimes you may encounter an adverse event in practice that had the potential to cause harm or distress but this did not occur, for example, because of preventative action that you may have taken. You should use your professional judgement when considering whether to inform patients about these events.
27. You should consider whether failure to be open could damage their trust in you and the healthcare team. There may be information that the patient would want or need to know about and, in these cases, you should talk to the patient about what has happened. For example, you discover that the follow-up examination date for a patient has been entered incorrectly on a patient record or that a referral which you agreed with the patient has not been forwarded to the relevant healthcare professional. In both cases, this may not have resulted in immediate harm or distress for the patient, but the delay in the patient receiving the required care should be rectified and consideration should be given to informing the patient of the reasons for this.
28. In some circumstances, patients do not need to know about something that has not caused (and will not cause) them harm, and telling them may distress or confuse them unnecessarily.
29. As with all adverse events, registrants should reflect on why the event happened and what action should be taken in future to prevent reoccurrence by sharing learning to help ensure patient safety.
Learning from adverse events
30. When things go wrong with patient care, the cause is usually either a flaw in an organisational system or human error. It is important that lessons are learnt so future patients are protected from harm. Optometrists and dispensing opticians with high profile or management responsibilities 35 . Optometrists and dispensing opticians in positions of influence have a particular responsibility to set an example and encourage openness and honesty in reporting adverse incidents.
36. Optometrists and dispensing opticians with management responsibilities should provide advice and guidance to colleagues on complying with the duty of candour.
